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State fragility remains one of the most significant challenges to the well-being of those living within conflict-affected, insecure settings. Civilian populations affected by armed-conflict are more likely to suffer ill health and die prematurely. In light of evidence suggesting fragile states are furthest away from achieving the 2015 Millennium Development Goals, this paper aims to discuss the relationship between the security of a State and the health of its people, as well as in turn, the possible means to address the high burden of ill health in fragile states. Haiti is also explored as a case-study. This study serves as a platform for the discussion of improving health and long-term sustainability in conflict-affected states.
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Introduction
The relationship between the security of a State and the health of its people is complex and multifaceted. Fragile states present unique challenges to healthcare systems, whether through increased burden of disease, conflict, scarcity of healthcare workforce, financial limitations, fragile governance or weak institutional leadership (Haar and Rubenstein 2012, 289-316; Newbrander, Waldman and Shepherd-Banigan 2011, 639-60; Sondorp and Patel 2004, 4-5; Horton 2001, 1472-73). For example, rapid, uncontrolled population movements appreciably increase morbidity and mortality (Toole and Waldman 1997, 283-312; Salama et al. 2004, 1801-13). This is illustrated by the fact that during outbreaks of cholera, mortality increases more than 50-fold among displaced populations versus situations where conditions are stable (Goma Epidemiology Group 1995, 339-44). In addition, population displacement following disasters can severely complicate care provision, further adding to the burden of disease (Bengtsson et al. 2011).  
There are also compelling arguments why a reciprocal dependence also exists, such that strengthening health systems to improve human health can, in turn, contribute to improvements in human security and equity (Bornernisza et al. 2010, 80-88; Bisika 2010, 277-81; Lee and McInnes 2003). Finally, according to WHO’s comprehensive definition of health, which includes well-being, there is considerable semantic overlap between that which we consider human security and what we consider human health. Therefore, while the exact nature of the relationship remains to be elucidated, it is clear that in building capacity in fragile states, health and security exhibit considerable interdependence. The aim of this paper is to discuss the relationship between the security of a State and the health of its people, as well as in turn, the possible means to address the high burden of ill health in fragile states. We explore these issues with a case study of Haiti.

Fragile states: politics, security and the MDG deficit
Fragile states are countries that face particularly grave political, security, development and poverty challenges (OECD 2011). The government in a typical fragile state lacks the capacity or, in some cases, the political will, to provide security, good governance, state services, and economic growth for all its citizens (DFID 2005). Examples of fragile states include Afghanistan, Somalia, Myanmar, Central African Republic and South Sudan.  
An estimated 1.5 billion people live in fragile states and these states are furthest away from achieving the Millennium Development Goals (MDGs). Although some fragile states have shown improvement economically, as a whole they are contributing significantly to the MDG target shortfall. In almost every MDG, fragile states are fairing disproportionally worse and as of 2011, not a single fragile state has yet to achieve a single MDG (OECD 2012). Many fragile states are currently or have been conflict-affected leading to even greater instability and breakdown of health service provisions (World Bank and IMF 2007). People living in fragile states are more likely to die early or suffer from chronic illnesses, and less likely to receive a basic education or essential health services. 
The World Development Report 2011 warns that one of the major obstacles to global development in the 21st century is chronic insecurity caused by cycles of political violence in fragile states (World Bank 2011). State fragility is a political phenomenon. Power dynamics, weak governance, corruption, economic crises, failing public institutions, difficult government-donor relationships all contribute to state fragility and insecurity (Chandy 2011; Call 2008, 1491-1507; Stewart 2011). Many fragile states are affected by political violence and armed conflict. Different phases of conflict include high-impact humanitarian emergency, chronic lower-impact conflict, and a post-conflict development phase. These phases tend to have very different security dynamics. Security is usually weakest in countries that suffer from high-impact humanitarian emergency as a result of armed conflict. Poor security is a major impediment to providing humanitarian aid in these contexts (Magone, Neuman, and Weissman 2011). For example, in Somalia, the intricacies of clan rivalries, the absence of an effective government, and general insecurity made it very difficult for international agencies to reach the level of humanitarian assistance that was necessary.. Agencies operating in Somalia, such as Médecins sans Frontières, had to negotiate access with warring parties who can determine whether an aid agency can work in a given area. Security tends to improve during the post-conflict development phase. Countries such as Rwanda, Mozambique, Ethiopia and Bosnia and Herzegovina which have emerged from long legacies of both political and criminal violence have been among countries making the fastest progress on the MDGs. Improved security has been fundamental to achieving impressive development gains in these countries and elsewhere (World Bank 2011). For instance the Republic of Srpska, one of the two entities of Bosnia and Herzegovina accounting for 49% of the land mass, has introduced a number of reforms and initiatives in recent years to improve health care providing direction to other countries (Markovic-Pekovic V, Ranko Škrbić R, Godman B et al 2012)
Development progress in fragile states is very much shaped by the presence and engagement of international actors. Most conflict-affected fragile states rely heavily upon international aid and humanitarian assistance for basic service provision, as internal state capacities are limited (World Bank and IMF 2007). The way in which international donors engage in fragile states has a crucial role in determining their development progress. Challenges such as poor security, weak governance, limited administrative capacity, chronic humanitarian crises, persistent social tensions, violence or the legacy of civil war require responses different from those applied in more stable situations (OECD 2011). There is a need for clearer political guidance and greater transparency around the role of international actors and the political motivations, objectives and impact of their interventions in fragile states. The increased international focus on the drivers of fragility we believe requires taking a more context-specific approach to individual fragile situations (OECD 2011). Overall, the way in which donors engage in fragile contexts matters, and which policies and actors they support, subsequently affects state legitimacy, internal security and power dynamics (Chandy 2011; Call 2008, 1491-1507; Stewart 2011).

The health system in Fragile States 
According to the WHO definition “health is a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity” (WHO 1948). Healthcare provision can be seen as a social contract between the government and its citizens. For fragile states, this means health system strengthening can assist in restoring the government’s legitimacy and therefore contribute to wider state-building (Kruk et al. 2010, 89-97). However, strengthening health systems in fragile states is challenging due to a complexity of factors. These include high burden of disease, poor governance and leadership, large health inequities (rural vs. urban and rich vs. poor), scarcity of resources (human, financial, drug supply etc.), and poor information systems (Chandy 2011; Call 2008, 1491-1507; Stewart 2011). 
Since many fragile states are, or have been, affected by conflict, this may add to the challenge as health and social efforts often suffer from an increased focus on security (Pavignani 2011, 661-79). In addition, conflict impacts the health sector directly as modern conflict is characterised by violence against health workers and medical facilities (Rubenstein and Bittle 2010, 329-40; Coupland 2013, 1075-6). Death and migration of health workers is especially problematic as this leads to critical shortages of those who are to actually administer healthcare. Scaling up of human resources for health (HRH) is therefore an important task in health system strengthening. This can be done via the following steps: identifying available staff; developing HRH management structures, systems and capacity; clarifying HRH roles and responsibilities; establishing health worker equivalencies and upgrading skills; supporting civil service reconstruction; and widely disseminating HRH information. This process of building and retaining a skilled and motivated health workforce is politically sensitive, as it demands effective cooperation between national government, local stakeholders (NGOs, private sector) and donors, as well as short-term and long-term goals (Smith and Kolehmainen- Aitken 2006). 
Health systems are increasingly being recognised as important to achieving this state of complete well-being, and are defined as “all organisations, people and actions whose primary intent is to promote, restore or maintain health” (WHO 2007). In order to better understand this broad definition, the WHO developed a health system framework. Figure 1 shows that this framework consists of six building blocks: 1) service delivery; 2) health workforce; 3) information; 4) medical products, vaccines and technologies; 5) financing; and 6) leadership and governance. If one or more of these building blocks are strengthened, the anticipated outcomes are improved health, responsiveness, social and financial risk protection and improved efficiency (WHO 2007). 

Figure 1. Health system framework building blocks, adapted from WHO 2007

The WHO health system framework in action: Haiti case study 
Haiti, an impoverished country with a history of periodic political instability, is a fragile state whose health system was threatened by two crises within the year of 2010: a devastating earthquake and a major cholera outbreak (Bengtsson et al. 2011). While these two disasters posed significant challenges to Haiti’s healthcare system and served as a threat to the overall legitimacy of the state, the political and social context of Haiti as a fragile state prior to 2010 determine Haiti as a country frequently affected by and particularly vulnerable to crisis (NATO Harvard Project 2012, 10-23). 
The earthquake of 2010 placed the fragile state of Haiti in a high-impact humanitarian emergency phase of conflict. This catastrophic natural disaster not only devastated any Haitian governance and infrastructure but also destroyed much of the resources of the existing foreign humanitarian organisations. As a result, the presence and engagement of international actors within most of the country’s systems, including the health system, became of critical importance (NATO-Harvard Project 2012, 10-23). Significant international response was directed towards short-term solutions to strengthening the health system of the crisis-affected fragile state of Haiti. While an immensely difficult and problematic task in a disaster response of such size and magnitude, cooperation and coordinated efforts between the global response community were essential in order adequately respond to the needs of the Haitian population through efforts to strengthen the WHO’s Health System Framework’s six building blocks of the Haitian health system (NATO-Harvard Project 2012, 10-23). 
In an effort to save lives and protect health post-disaster, the international community impacted many of the WHO Health System Building Blocks (Figure 1) through diverse methods of engagement (NATO-Harvard Project 2012, 10-23). For example, in the six months after the earthquake, multinational responders served to address Haiti’s limited delivery system and healthcare workforce, together treating over 135,000 people. In an effort to prevent infectious disease outbreaks, The Ministry of Heath, WHO/PAHO, UNICEF and the Haitian Red Cross launched an emergency vaccination campaign that reached over 150,000 people, therefore significantly strengthening medical supply access. Among other donors attempting to address inadequate financial resources, the American Red Cross directly funded the salaries of more than 1,800 health workers in the largest hospital in Port au Prince (Schaaf, 2010). In addition, during the shortly following cholera epidemic, mobile phone technologies provided a means to rapidly disseminate public health information about the prevention of cholera where there were limited healthcare professionals on the ground to give advice (Bengtsson et al. 2011). 
However, in order to continue to improve healthcare in Haiti, a shift from disaster response in support of short-term relief, towards longer-term development initiatives is needed. Evidence suggests the international community worked to provide the extensive aid and humanitarian assistance required in the early recovery period of most crisis-affected fragile states (World Bank and IMF 2007). However, the ways in which foreign actors engage in Haiti’s fragile context is of increasing importance as the state progresses into the post-conflict development phase. As previously stated, the development progress in fragile states is very much shaped by the presence and engagement of international actors (OECD 2011). Therefore, support should aim not only to protect health but also to encourage a nation’s ability to deliver quality healthcare in the long-term. This can be undertaken by directing efforts at strengthening the six building blocks of the Haitian health system (Figure 1) within the context of accountable, sustainable, long run solutions. 

Conclusions
Populations of fragile states have a high burden of ill health and are furthest away from achieving the Millennium Development Goals (MDGs). As a result, the international community should be focused on strengthening health systems in these fragile contexts. The objectives of these initiatives involve not only health improvement and achievement of MDGs, but also the development of sustainable healthcare delivery, and improvements in human security and wider state building. 
Strengthening such systems is often particularly challenging due to the complexity of factors that accompany these often conflict-affected, insecure settings. Contributing to the difficulty, the approaches to strengthening are diverse and dependent on the particular fragile setting. However, while creativity is required to address the various elements described, we believe six blocks of the WHO Health System Framework (Figure 1) help to build a quality, equitable, responsive, safe and efficient health system that provides sustainable, long-term solutions. 
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